ciated with signs of fracture of the skull but hydrocephalus has not been reported in connexion with such cysts. In none of the 18 cases reviewed by Tiberin and Gruszkiewicz (1961) bubbles of air could be seen through it. After opening the dura, it was noted that the major part of the right hemisphere was covered by an enormous cyst with the arachnoid forming its walls. The temporal lobe was atrophic, with small and flattened gyri. In the walls of the cyst there were several blood vessels continuous with those of the pia mater covering the brain (Figs. 3 and 4) . The cyst wall was excised and part of it removed for examination. Clear xanthochromic fluid escaped, and about 750 ml. was evacuated from within the cyst. After the cyst had been emptied a white structure was seen, which was punctured with a brain cannula and clear fluid obtained, probably from the right lateral ventricle. Ventriculostomy was therefore performed (Fig. 5) , and the dura closed in the usual way.
The histological examination of the wall of the cyst showed a membrane similar in structure to arachnoid (Fig. 6 ).
POST-OPERATIVE COURSE This was uneventful except for some elevation. of temperature during the first fortnight. Repeated lumbar punctures following the operation showed that pressure and composition of the cerebrospinal fluid had retumed to normal by the end of three weeks.
The patient was discharged from hospital 25 days after the operation, much improved. She was able to hold up her head and sit without support. The weakness of the right extremities had almost disappeared, and the fontanelle was no longer bulging. The child was readmitted for follow-up investigation two and a half months later. Control pneumoencephalography showed free communication within the ventricular system with filling of both lateral ventricles. No air was seen in the cranial subarachnoid spaces, obviously showing that the opening made in the roof of the third ventricle at operation had sealed off (Fig. 7) .
DISCUSSION
The aetiology and pathogenesis of arachnoid cysts are not well understood. They have been divided into four groups according to their origin.
1 Developmental malformation and localized brain atrophy, a condition for which Robinson (1958) suggested the term 'external hydrocephalus' which, in his opinion, was due to localized agenesis of the brain.
2 Inflammatory, as described by Horrax (1924) , de Martel and Guillaume (1930) , and others, in which otitis media, nasal sinus infections, meningitis have been found.
3 Traumatic, with fracture of the skull as reported by Taveras and Ransohoff (1953) , Peyser and Weissberg (1961) , and others, in which cases localized post-traumatic brain damage was found with laceration of the dura and the formation of porencephalic and leptomeningeal cysts.
4 Traumatic, usually after minor injury, but without fracture of the skull: Cohen (1927) , Childe (1953) , Tiberin and Gruszkiewicz (1961) , and others have reported such cysts, usually located in the middle cranial cavity.
After even minor trauma without skull fracture, localized subarachnoid bleeding may occur with a haematoma forming. Adhesions develop because of difference in osmotic pressure, the haematoma increases in size, and a collection of fluid rich in protein is formed.
Supratentorial arachnoid cysts are usually located in the middle cranial cavity (Sylvian or Rolandic fissure) or between the hemispheres. Clinically they may remain silent and will only be detected on postmortem examination. If, however, they cause focal neurological signs, these are usually of a minor degree. Air studies and arteriography may be helpful in making the diagnosis, but ultimately only surgical exploration will establish the nature of the lesion.
Arachnoid cysts which are the result of a developmental anomaly were shown by gross and microscopic examination to lie between two arachnoid membranes. They are, therefore, in fact intraarachnoid cysts (Starkman, Brown, and Linell, 1958 
